SUMMARY A 58 year old man presented with what seemed to be a simple penile lesion, but which on subsequent histological examination proved to be a malignant melanoma. The lesion was excised by circumcision. No further treatment was considered to be necessary.
Introduction
In departments of Accepted for publication 5 March 1986 399 was removed by circumcision, postoperative recovery was uneventful, and the patient was discharged home the following day.
Histopathological findings (figure) were those of an ulcerated spindle cell malignant melanoma 0-65 cm deep. Excision seemed to be complete.
Discussion
Malignant melanomas constitute 1-3% of all malignancies. Of all malignant melanomata, those of the genitourinary tract acount for less than 1%.2
Between 65% and 85% of malignant melanomata arise from pre-existing naevi and 20% arise de novo. In about 4% of cases there is evidence of metastatic spread but the primary melanoma cannot be localised, which suggests that these lesions have undergone spontaneous regression. Of the melanomas arising in pre-existing naevi, most occur on anatomical areas subjected to trauma, such as the palms, soles, and external genitalia.
Malignant melanoma of the penis is rare. Since the first reported case in 1882,3 56 cases have been mentioned in published reports. It is found most commonly in patients aged between 40 and 70, and the most common site is the glans (in two thirds of cases). Its appearance to the naked eye may be that of a papule, ulcer, or protuberant mass. Often the lesion has been present for years, and the onset of increasing pigmentation, ulceration and bleeding, or a rapid increase in size leads to its diagnosis. Diagnosis may be delayed because the patient may be reluctant to seek medical advice (through fear of the possible malignancy ofthe lesion) or because the lesion may be misdiagnosed as inflammatory or infectious.4 Microscopical appearances are identical to those of melanomata arising elsewhere on the skin.
Spread is by local infiltration into the corpora cavemosa and via the lymphatics to the superficial inguinal nodes. Spread to deep pelvic nodes, or Surgery is the mainstay of treatment for penile melanoma; results oftreatment are difficult to evaluate because numbers of patients are very small. For lesions of the prepuce, the recommended treatment is partial amputation with bilateral superficial inguinal node dissection.' Ifdeep pelvic nodes are affected their dissection is unlikely to result in operative cure, as the disease is likely to be widely spread.
In one series of 14 patients with stage I melanoma treated by partial amputation with or without inguinal node dissection or radiotherapy, not one patient survived longer than two years. 6 An appreciable risk of recurrence in the penile stump after partial amputation led to the suggestion that, for lesions of the glans, total amputation with block dissection of inguinal nodes would be more justified. Of eight patients who were treated by total amputation, four were alive after five years.
Radiotherapy is not considered to be of any value in the treatment of the primary lesion because melanoma is generally considered to be resistant.
Chemotherapy with dacarbazine (DTIC) has been found to be effective in some cases of cutaneous malignant melanoma, with response rates of 23-25%. It has not, however, been used in patients with penile melanoma. Adjunctive chemotherapy has been used in some cases. Ellis and White describe a case in which amputation was followed by endolymphatic treatment using radioactive lipiodol. Twenty one months after operation the patient was well and clinically free from metastases.7
In our patient the lesion was on the prepuce, and local excision in the form of circumcision was carried out. On receipt of the histopathology report it was decided not to carry out a prophylactic block dissection ofthe inguinal nodes but to adopt a wait and see policy. We thought that subjecting the patient to a more mutilating surgical procedure was not justified, bearing in mind the generally poor prognosis for this type of neoplasm. He was followed up at intervals of three months and at the most recent visit, 14 months after excision, he remained symptomless and had no clinical evidence of recurrence.
